SEXUAL SURGERY 


Long before people rationalized sexual surgery on 
medical grounds, they rationalized it on religious 
grounds. Indeed, the idea that the sexual organs ought 
to be surgically altered runs through all of history. Be- 
cause the genitals (as well as certain other body parts, 
especially the face) have symbolic meaning, and be- 
cause culture rests on symbolic interactions, human 
beings are easily led to believe that, in their natural 
state, the sexual organs and powers are not in their 
proper form and hence ought to be enhanced or di- 
minished by means of artifacts or surgical interven- 
tions. * * 

The earliest historical example of sexual surgery is 

*I offer this brief overview of both ancient and modern sexual- 
surgical practices in the hope that it will help the reader to put the 


preposterous claims of contemporary sexual pathologists and therapists 
into a critical perspective. 
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circumcision. According to the Old Testament, its ori- 
gin and meaning are as follows: 


And God said unto Abraham . . . That is my covenant, 
which you shall keep between me and you and thy 
seed after thee. Every man child among you shall be 
circumcised. And ye shall circumcise the flesh of your 
foreskin; and it shall be a token of the covenant be- 
twixt me and you. ... And the uncircumcised man 
child whose flesh of his foreskin is not circumcised, 
that soul shall be cut off from his people; he hath bro- 
ken my covenant.” 


The Bible thus tells the story of the ancient Israelites 
making a bargain with their god: the Jews give Jeho- 
vah their foreskins, in return for which Jehovah gives 
them preferred nation status. Mutilation of the penis 
becomes a badge of identity—the mark, according to 
the Jews, of their being God’s Chosen People. Since 
subsequently the Christians and the Muslims have also 
claimed, perhaps even more successfully, that they, 
and they alone, are God’s favorite children, this opera- 
tion must be deemed a failure. 

The ancient Israelites seemed to have been decid- 
edly preoccupied with foreskins—viewing the severed 
flesh of the penis as a trophy, much as headhunters 
view the severed head: 


And Saul said, Thus shall ye say to David, the king 
desireth not any dowry, but a hundred foreskins of the 
Philistines, . . . Wherefore David arose and went... 
and slew of the Philistines two hundred men; and 
David brought their foreskins, and they gave them in 
full tale to the king, that he might be the king’s son in 


law. 
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Despite this biblical passage, most people—Jews and 
non-Jews alike—continue to believe that ritual circum- 
cision is evidence of the ancient Hebrews’ sophisticated 
concern with genital hygiene.t However, such a view is 
inconsistent with the fact that Jewish law requires the 
circumcision of dead infants: 


An infant who dies before circumcision, whether 
within the eight days or thereafter, must be circum- 
cised at the grave, in order to remove the foreskin 
which is a disgrace to him. . . . If he was buried with- 
out circumcision, and they [his parents] become aware 
of it immediately, when there is no likelihood that the 
body has already begun to decompose, the grave 
should be opened and the circumcision should be per- 
formed. But if they have become aware of it after 
some days, the grave should not be opened.® 


If Asclepius is the archetypal physician, then surely 
Abraham is the archetypal sex-surgeon. He is well 
enough known for having invented and popularized 
circumcision. (Actually, circumcision was practiced by 
the Egyptians, from whom the Jews had copied it. 
Routine post-natal circumcision remains the most 
widely performed surgery on American males, despite 
the fact that the procedure is hazardous and lacks any 
medical justification. If performed on infants under one 
year of age, there is significant bleeding in 15 percent 

+ Attributing a hygienic or rational basis to certain dla religious 
laws has been a practice much favored by modern students of religion 
and the social sciences. Such theories are, however, contrary to the 
facts. Jewish sexual laws, like Jewish dietary laws, are not a matter 
of hygiene but a matter of what is now walled racism: for example, 


the kashrut (dietary laws) prohibits drinking wine prepared or even 
touched by a non-Jew.4 
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of circumcisions, and serious bleeding, sometimes re- 
quiring transfusion, in 2 percent. One neonatal circum- 
cision in 6,000 results in the death of the infant. About 
1,325,000 newborn American males are circumcised an- 
nually and about 230 of them die as a result of the op- 
eration. The annual cost to the “consumer” of this mas- 
sive sexual-surgical mayhem is estimated to be around 
$54 million.*) 

Abraham is much less well known, however, for hav- 
ing also invented a reversal of this operation—specifi- 
cally, the transplantation of foreskins from cadavers 
unto human beings (in the hereafter): 


In the Hereafter Abraham will sit at the entrance of 
Gehinnom [Hell] and will not allow any circumcised 
Israelite to descend into it. As for those who sinned un- 
duly, what does he do to them? He removes the fore- 
skin from children who had died before circumcision, 
places it upon them and sends them down to Ge- 
hinnom.* 


In the Hebrew world view, being circumcised is the 
ultimate good, because it signifies inclusion in the 
tribe; and not being circumcised, or having one’s cir- 
cumcision undone, is the ultimate punishment, because 
it signifies exclusion from the tribe. (In addition to 
Abraham, Jewish angels also performed foreskin trans- 
plantations.*) 

A more realistic, and indeed quite nonmythical, un- 
doing of circumcision was actually practiced by the an- 
cient Jews. This operation—a sort of plastic repair of 
the circumcised penis—was not uncommon in _pre- 
Christian Greece, where Jewish athletes underwent it 
so they could compete—nude, of course—in the stadia. 
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After the birth of Christianity, the operation assumed a 
new significance for the Jews who believed in the di- 
vinity of Jesus: it enabled them to resymbolize—by 
“making for themselves new prepuces’® (that is, by re- 
storing the integrity of the penis )—their dedication to a 
new faith. Perhaps Saul considered it, but then took 
the less painful course of changing his name instead. In 
any case, he declared the practice unnecessary: 


Let every one lead the life which the Lord has as- 
signed to him, and in which God has called him. This 
is my rule in all the churches, Was any one at the time 
of his call circumcised? Let him not seek to remove the 
marks of circumcision.!° 


Although the Christians gave up circumcision, their 
attitude toward the penis was decidedly less friendly 
than that of the Jews had been. Believing that sexual 
desire was itself an evil, the early Christians were 
ready to assist their aspirations toward asceticism by 
means of autocastration. In the Gospel according to 
Matthew, extravagant praise is heaped upon men who 
“have made themselves eunuchs for the kingdom of 
heaven’s_ sake.”"" (Some biblical scholars interpret 
“eunuch” metaphorically, to mean simply a man who 
renounces marriage in favor of celibacy.}) 

So much for some early examples of sexual surgery. 
Let us now skip the next eighteen centuries—replete 
with such practices as castration, infibulation, clitori- 

} The themes of self-castration and castration have reemerged in 
modern psychiatry: if a man cuts off his own penis, psychiatrists call 


him schizophrenic, but if he can persuade a surgeon to cut it off for 
him, then they call him a transsexual.12 
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dectomy, and the use of the chastity belt—and turn to 
a review of modern sexual surgery. 


Throughout the nineteenth century, the most com- 
mon and most feared sexual disease was masturbatory 
insanity.* According to Henry Maudsley, who was the 
foremost psychiatrist of his age, the prognosis for this 
disease was hopeless. “The sooner he [the masturba- 
tor] sinks to his degraded rest,” he wrote in 1867, 
“the better for the world which is well rid of him.” 
Since Maudsley believed that the disease was incura- 
ble, he offered no remedy for it. Many other physicians, 
however, thought that it was curable by means of sex- 
ual surgery. 

The following excerpt is from a letter to a colleague 
written by Luther V. Bell (1806-1862) on October 9, 
1856. Bell was a prominent American psychiatrist and 
one of the founders of the Association of Medical Su- 
perintendents of American Institutions for the Insane 
(now the American Psychiatric Association ). 


I have often been consulted as to tying up the sper- 
matic arteries, the vasa deferentia, and the removal of 
the testes in forms of insanity connected with spermat- 
orrheoa. I have known it done repeatedly. In one case 
Dr. ——— castrated a clean-gone onanist [masturbator] 
who subsequently rallied, became an active man, and 
the doctor told me that he never met him that he did 
not receive his blessing for the great favor he had con- 
ferred upon him.!® 


Many similar cases were reported in the medical lit- 
erature. The following account, from the Boston Medi- 
cal and Surgical Journal in 1884, is typical: 
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Believing . . . that removing the testicles would re- 
move the great source of difficulty [masturbation], I 
recommended castration, with the confident expecta- 
tion that it would prove successful. He was so misera- 
ble, and life itself had become such a burden to him, 
that he was not only willing to submit to the operation, 
but urged me to perform it, which I did on the 29th of 
November. . . . He has now the appearance of good 
health, is cheerful and happy, can walk miles with as 
much ease and elasticity as anyone, and with every 
prospect of good health and a life of usefulness, he is 
actively engaged in making arrangements to go into 
business.1¢ 


The treatment of masturbation by means of surgery 
reached its apogee, as might be expected, when the pa- 
tient had “only” a clitoris. According to the conven- 
tional medical wisdom of the late nineteenth century, 
“it was irrelevant to a woman’s feelings whether she 
had sex organs or not.”!7 While (male) doctors could 
never quite convince themselves or the public that the 
proper treatment for male masturbation was penec- 
tomy, they did convince themselves and at least some 
women that the proper treatment for female mastur- 
bation was clitoridectomy. The credit for this discovery 
belongs to Isaac Baker Brown, a prominent London 
surgeon who later became the president of the Medical 
Society of London. He introduced the operation of 
clitoridectomy around 1858, because he believed that 
masturbation caused hysteria, epilepsy, and convul- 
sive diseases.‘* One woman who had been castrated for 
the “sexual perversion of masturbation” wrote back to 
her castrator to report: “My condition is all I could 
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desire. I know and feel that I am well; I never think of 
self-abuse; it is foreign and distasteful to me.”? 

Even as late as 1900, masturbation was still consid- 
ered to justify the following surgical procedure: 


The prepuce is drawn well forward, the left forefinger 
inserted within it down to the root of the glans, and a 
nickelplated safety pin introduced from the outside 
through the skin and mucous membrane is passed hori- 
zontally for half an inch or so past the tip of the left 
finger and then brought out through the mucous mem- 
brane and skin so as to fasten from the outside. An- 
other pin is similarly fixed on the opposite side of the 
prepuce. With the foreskin looped up, any attempt at 
erection causes painful dragging on the pins, and mas- 
turbation is effectually prevented. In about a week 
some ulceration of the mucous membrane will allow 
greater movement and will cause less pain; then the 
pins can, if needful, be introduced in a new place, but 
the patient is already convinced that masturbation is 
not necessary to his existence, and a moral as well as a 
material victory has been gained.?° 


How docilely people then accepted such brutal med- 
ical interventions, and how docilely they still accept 
similar barbarities. Then, the quacks claimed that mas- 
turbation was pathological—and proved it by torturing 
the masturbator and calling it treatment. Now they in- 
sist that masturbation is healthful—and prove it by in- 
venting the disease of masturbatory orgasmic inade- 
quacy.”* 


Since masturbation was principally a male disease, 
the fury of anti-masturbatory surgery was vented 
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mainly on men. For women there awaited sexual opera- 
tions undreamt of in medically less advanced times. 
The most important—because it was the most widely 
practiced—of these procedures was the removal of both 
normal ovaries, known eponymically as “Battey’s oper- 
ation,” so named after Robert Battey, the American 
surgeon who developed it in 1872. During the next 
three decades this procedure was performed on thou- 
sands of women, in the United States as well as in 
Europe. 

Then, as now, women brought a variety of com- 
plaints about their bodies, and especially about their 
menstruation, to their physicians. Battey’s operation— 
which he called “normal ovariotomy,” revealing a can- 
dor characteristic of a medical era when therapeutic 
quackery had no reason yet to cloak itself behind 
medical euphemisms—was introduced as a cure for the 
diseases ostensibly responsible for these “female 
complaints.” Since the operation cured mythological 
(nonexistent) diseases—such as pelvic neurosis, oopho- 
romania, and ovarian epilepsy* *°—it was considered to 
‘be very successful and quickly became fashion- 
able. In fact, physicians who hesitated to recommend 
or perform the operation when it was believed to be in- 
dicated were condemned as “wanting in humanity” 
and were even accused of criminal neglect of their pa- 
tients. Because of the obscure nature of the diseases it 
was supposed to cure, removal of both normal ovaries 

* Tn the 1880s, these diagnoses were accepted (as the names of real 
diseases) by the medical profession and the public—in the same way 


that diagnoses such as anorgasmia and schizophrenia are accepted 
today. 
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(causing a surgically induced menopause) was soon 
regarded as a veritable panacea—not a surprising con- 
sequence in view of Battey’s own claims for it. 

Battey was the first man in medical history to try to 
induce the menopause deliberately, surgically—as a 
cure. His reasoning was as follows: “I have hoped 
through the intervention of the great nervous revolu- 
tion which ordinarily accompanies the climacteric, to 
uproot and remove serious sexual disorders and rees- 
tablish general health.”** But Battey never restricted 
the indications for his operation to “sexual disorders” 
(whatever that term may have meant to him and his 
contemporaries ). From the start, he advocated bilateral 
oophorectomy on young women—the average age of 
the patients operated on was about thirty—for “any 
grave disease which is either dangerous to life or de- 
structive to health and happiness, which is incurable 
by other and less radical means.”*> That certainly left 
plenty of room for justifying the operation. In 1877, 
only five years after introducing the procedure, Battey 
reidentified the indications for it, adding specifically 
“cases of insanity or epilepsy caused by uterine or 
ovarian disease.”*° Later, he refined the indications for 
surgery—adding such fictional diseases as “oophoro- 
mania, oophoro-epilepsy, and oophoralgia.”?* 

By the 1880s, Battey’s operation was widely ac- 
cepted as a treatment for ovarian neuralgia, severe dys- 
menorrhea (painful menstruation), epilepsy, nympho- 
mania, and insanity. James Marion Sims (1813-1883), 
the father of American gynecological surgery, endorsed 
the procedure, for which the mortality rate ranged 
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from 20 to 33 percent. Moreover, testimonials from 
grateful patients proved the effectiveness of the ther- 
apy and the correctness of the theory behind it. In 
1896, a patient wrote to her doctor: “At times I be- 
came almost desperate enough to take my life and end 
my sufferings. . . . 1 am now a well, happy, and cheer- 
ful girl, and do not feel like the same person at all.”?8 

The claim that bilateral oophorectomy was a cure for 
insanity might have been one of the reasons for the re- 
action that finally set in against the operation. At the 
Pennsylvania State Hospital, in Norristown, a whole 
ward was established for women undergoing the cure. 
But hystero-epilepsy was one thing, institutionalized 
insanity was quite another. “Gynecologists,” observed 
a critic of Battey’s operation, “will never empty the lu- 
natic asylums.” However, no one can say that they 
didn’t try, even if they had to “sacrifice”’—to the greater 
glory of God and the mythological diseases of a medi- 
cal profession bent on empire-building—tens of thou- 
sands of normal ovaries. 


' Although doctors now seem eager to enable persons 
to perform sexually, regardless of how or with whom— 
until recently they were just as eager to disable persons 
with “perverse” erotic interests from satisfying their 
sexual appetites. Such sexually disabling operations— 
for homosexualst as well as for men who like to wear 

+ The belief that homosexuality is a disease was, until quite recently, 
medical dogma. Many physicians, and especially psychiatrists, still 
think so. Karl Menninger’s views are typical. ““We cannot, like Gide,” 


he writes in 1963, “extol homosexuality. We do not, like some, con- 
done it. We regard it as a symptom. . . .”80 That in American psy- 
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feminine clothing (called transvestites ){—were popu- 
lar both before and after the Second World War (espe- 
cially in Scandinavian countries). The following exam- 
ple is a classic. 


The patient was considered to have been homosexual 
from birth. . . . His homosexual activity is decidedly 
more pronounced during the active phases of his ill- 
ness [paranoia]. . . . Castrated at the age of 46.... 
His psychic reaction to the operation was completely 
consistent with his paranoid attitude: the doctor has 
disabled him.** 


The following report about the surgical treatment of 
a male transvestite illustrates the complex collusion be- 
tween patient and doctor that often obtains in such 
cases. 


The [patient was] a medical student, later a doctor, 
who was transvestite. Up to his 5th year dressed as 
girl. Later preferred feminine attire, wore corsets, silk 
stockings and high heeled shoes. Masturbated daily 
from his 5th year, at a later stage 5-8 times daily... . 
Unable to concentrate on studies—only “slept or mas- 


chiatry homosexuality continues to be considered a disease, and the 
conversion of the homosexual to heterosexual conduct a form of treat- 
ment, is evidenced by the chapter on this subject in the latest (1974) 
edition of the authoritative American Handbook of Psychiatry. In it, 
Charles Socarides, the leading psychoanalytic advocate of stigmatizing 
homosexuals as sick, describes the homosexual act as a “fix [that] may 
be likened to the effects of the opium alkaloids.”1 The unremitting 
hostility of psychiatrists and psychoanalysts to homosexuals is, in my 
opinion, now greatly underestimated, especially by homosexual or- 
ganizations and their leaders. 

{ The future of this disease, too, seems bleak. Feminine underwear 
for men is now in brisk demand at one of the most famous London 
department stores: “In the men’s department of Marks and Spencer 
there are stacks and stacks of women’s knickers, described as polyester 
hipsters, in a bewildering variety of shades. . . .”’32 
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turbated.” Castration at own request when 23 years 
old. Two days later spontaneous erection. Six days 
later—day of release from hospital—coitus with orgasm 
and ejaculation for the first time. Potent for 4 months 
after castration, followed by impotency.... In the 
hope of feminization, had an ovary implantation 11 
months after castration. Took position as governess— 
and requested surgeon to remove penis. The surgeon 
. . . performed a plastic operation whereby penis was 
hidden in the perineum. This occurred one year after 
castration. Two months later the patient . . . had the 
sexual impulses of a man. Intimate with a female stu- 
dent. Four months after the plastic operation had penis 
replaced in its natural position. Erection every night. 
Had coitus and maintained potency. . . . He passed 
his final examinations and wrote five years later that 
everything was fine—he had become a pathologist.*4 


During the last decade, the psychiatric scenario 
about “sexual inversion” itself underwent an inversion. 
In 1973, the American Psychiatric Association deleted 
“homosexuality per se” from its official list of mental 
diseases.** However, homosexuality remained a disease 
if the person was dissatisfied with it.* 


Although psychogenic impotence bears striking sim- 
ilarities to the devout Jew’s lack of appetite for pork, 
the former phenomenon is widely regarded as a dis- 
ease, while the latter never is. Calling unwanted be- 


* Although dissatisfaction with heterosexuality is not yet considered 
to be a disease, the view that a person’s displeasure with his or her 
own sexual disposition constitutes a disease is now firmly established 
in psychiatry and sexology. Dissatisfaction with one’s own anatomical- 
chromosomal sex, called transsexualism, is an example. It is discussed 
on pages 86-92. 
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havior a disease is crucially important: it is the first 
step that leads to the acceptance of various interven- 
tions—from psychological therapies to penile prostheses 
—as bona fide treatments. The modern surgical cures of 
impotence stand in striking contrast to—indeed, are the 
mirror images of—some earlier treatments. Formerly, 
doctors sought to disable certain men who were sexu- 
ally potent from being able to perform—typically, by 
castration; now they try to enable certain men who are 
sexually impotent to perform—typically, by means of 
implanting sexual prostheses. These devices are of two 
kinds—rigid and inflatable. The first technique consists 
of the implantation of one or two semirigid silicone 
rods into the spongy tissues of the penis. This produces 
a permanent erection which the patient must conceal 
with a jock strap or tight shorts—a strange cure, if ever 
there was one, but many doctors and patients seem to 
like it. 

Frank Gerow, a Baylor University plastic surgeon, 
stresses that the issue of how the man became impotent 
is not important for the surgeon. “The surgeon,” he 
says, “merely serves as a technician who implants the 
[penile] prosthesis so that the patient is able to use 
his penis for satisfying coital function. . . . What the 
impotent patient is saying when he comes to me is: 
‘Leave me alone with my psychoneurosis; cure my im- 
potence.’ The implant can do that.”* 

This is a curious claim, since the rigid penile implant 
creates a permanent erection—a sort of mechanical 
priapism. (Priapism is a persistent erection of the penis 
due to disease rather than to sexual desire.) The result 
is a veritable “dildoization” of the penis—the male gen- 
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ital organ being converted from a live, emotionally re- 
sponsive bodily part into a dead mechanical device. 

In addition to the rigid penile implant, with its obvi- 
ous drawbacks, surgeons have also developed a so- 
called inflatable penile prosthesis. This consists of two 
expandable balloonlike cylinders which the surgeon in- 
serts into the corpora cavernosa (the spongy tissue of 
the penis that fills with blood in normal erection). The 
cylinders are connected by tubing to a small reservoir 
buried behind the abdominal wall, and to a pump in- 
serted into the scrotum. To make the penis erect, the 
man squeezes the pump, forcing fluid into the cylinders 
and distending the penis. A release valve on the pump 
reverses the process. 

F. Brantley Scott, professor of urology at the Baylor 
University College of Medicine and one of the de- 
velopers of this device, recommends its use not only for 
organic but also for psychogenic impotence. “I see no 
valid objection,” he says, “to surgical treatment of psy- 
chogenic erectile impotence. . . . I realized that the 
process of erection in the human being is a hydraulic 
phenomenon, and we developed the first hydraulic 
prosthesis for the treatment of erectile impotence.”*’ 
Scott himself has already performed about 250 implan- 
tations of his inflatable prosthesis. According to the 
manufacturer, about 1,500 patients have received a hy- 
draulic prosthesis.*® 

It is easy to see why doctors would like this sexual- 
surgical gimmickry: besides feeding their therapeutic 
megalomania, it feeds their pocketbooks. The inflatable 
penis, installed, costs $9,000, while the silicone-rod 
penis, installation again included, costs a mere $3,500.® 
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It is more difficult to see why patients would like 
such mechanized male members, but evidently they do. 
Doctors performing these operations claim that “im- 
planted men are among the happiest of the patients 
they have ever seen.”*? Perhaps these men like to de- 
ceive themselves. Perhaps they like to deceive their 
wives or women in general. Sexual researchers have dis- 
covered that some men receiving penile prostheses do 
not tell their wives about the surgery—preferring to put 
their new-found sexual powers to use with other part- 
ners. We have long known that forbidden fruit tastes 
especially sweet. We must now add to this that perhaps 
fake fruit (especially in the area of human eroticism) 
does also. The suspicion that deception plays a 
significant role in the therapeutic effect of these opera- 
tions receives further support from one of the most ar- 
dent advocates of the prosthetic penis. “It’s important,” 
says Frank Gerow, commenting on what the man’s sex- 
ual partner ought to be told about the operation, “that 
women not be superfamiliar with what’s being done. 
This is a man’s operation for a man’s problem.” He 
said it. 

As if realizing the shortcomings of penile prostheses, 
surgeons have also developed a totally different type of 
operation for the treatment of impotence—one whose 
aim is to restore the organ to its natural function. Mod- 
eled after the coronary bypass surgery, this operation is 
called penile bypass surgery: as the former procedure 
is intended to increase the patient’s blood supply to the 
heart, so the latter is intended to increase the blood 
supply to the penis. The treatment is based on the as- 
sumption that impotence may be due to insufficient 
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penile circulation—a condition some physicians believe 
to be far more common than generally recognized. 
“Vascular disease which is known to affect the heart, 
the brain, and the kidneys is now being shown to be re- 
sponsible for as many as 80% of cases of organic impo- 
tence,” asserts Dr. Adrian Zorgniotti, clinical professor 
of urology at New York University.” 

Penile bypass surgery, the treatment that some urol- 
ogists now recommend for impotence, is difficult and 
dangerous—and the operative results are dubious. Still, 
the existence and official acceptance of this and other 
surgical techniques for the treatment of impotence 
raise some practical questions: Will Blue Shield, com- 
mercial health insurance carriers, and National Health 
Insurance (should there be such a thing) pay for such 
surgery? If so, at what age, if any, will there be a 
cutoffPt 

The disease most recently discovered by sexologists 
is transsexualism—a condition tailor-made for our sur- 
gical-technological age.** The diagnosis is based on the 
iridividual’s desire to change his or her chromosomally 
defined sexual identity: in short, transsexualism is that 
“condition” which justifies amputating the indi- 
vidual’s normal sex organs and creating, by means 
of reconstructive surgery, imitations of the sex organs 
appropriate to the opposite of the person’s real sex. 
These operations are now accepted—in both medicine 
and law—as bona fide medical treatments.*® 

The surgical technology of these operations—turning 

{If a story in Time magazine is to be believed, “tens of thousands 


of U.S. males ranging in age from under ig to over 80” have already 
received penile implants.48 
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men into fake women, and women into fake men**—is 
enormously complex. A short excerpt from a descrip- 
tion of the male-to-female operation (which is per- 
formed about four times more often than the reverse) 


should suffice here: 


A perineal pocket for the neo-vaginal canal is then 
constructed by dissecting down into the perineum 
under the prostate and urethra and anterior to the rec- 
tum. The skin from the penis is inverted as one would 
turn a sock inside out and tucked down into the peri- 


neal pocket... . The urethra is shortened and im- 
planted in a more natural location just at the top of the 
vaginal opening. . . . We feel that this process creates 


realistic and functional external genitalia as well as a 
functioning vagina. In a minor third-stage operation in 
several patients, we were able to use redundant tissue 
to construct a neo-clitoris.47 


How do the “transsexers’—the psychologists, psychi- 
atrists, endocrinologists, and surgeons engaged in the 
business of validating individuals as transsexuals and 
transforming them into facsimiles of the opposite sex— 
decide on whom to operate? Although some surgeons, 
especially abroad, are reported to operate on all comers 
who can afford their fees, “reputable” American doc- 
tors are inordinately proud of their selection proce- 
dures for identifying the proper candidates for these 
operations. These procedures are of two kinds, each 
very revealing. First, the male transsexual candidate 
must be able to pass as a woman—that is, must be able 
to prove that he can assume the socially stereotypical 
feminine role. Second, the candidate must be able to 
pass an enormous number of psychological and psychi- 
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atric tests—ostensibly to establish that he or she is not 
psychotic and will benefit from the therapy. The for- 
mer criterion is crassly sexist (anti-feminist ).** The lat- 
ter, as the following case history illustrates, is simply a 
sham: 


The patient, a 30-year-old female-to-male transsexual 
. . . had been cosmetically altered to resemble a male 
in multi-staged procedures between 1970 to 1972. By 
April of 1972 the patient had received a mastectomy, 
radical hysterectomy, bilateral oophorectomy [removal 
of the ovaries], and phalloplasty [construction of a 
“penis”]. Before these procedures, the patient had 
been screened as a candidate for transsexual conver- 
sion by a team consisting of an endocrinologist, urol- 
ogist, gynecologist, psychologist, psychiatrist, and so- 
cial worker, and had been given an extensive medical 
workup. . . . [ A résumé of the patient's history fol- 
lows. | 

After [transsexual] surgery, the patient began to 
reintegrate into the community as a man. He started 
college, worked part-time and began to date heterosex- 
ual women who knew nothing of his past. Each of 
these relationships ended because he was unable to 
achieve penetration with his surgically constructed 
phallus and also because he disclosed the fact that he 
had been a woman. The patient’s inability to have suc- 
cessful relationships with women created increasing 
feelings of helplessness and depression. These feelings 
were present despite the fact that he had presumably 
understood before surgery that he would be unable to 
achieve erection and penetration. [In 1976, the patient 
made a third unsuccessful suicide attempt.] . . . The 
surgical conversion from female to male was done in an 
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attempt to alleviate the risk of suicide, which was con- 
sidered to be closely linked to the patient’s gender dys- 
phoria.*? 


Psychiatrists have long been in the habit of respond- 
ing to individuals who threaten to kill themselves by 
punishing or rewarding them: thus, they have coer- 
cively hospitalized, electroshocked, and drugged such 
patients—or granted them therapeutic abortions 
(which were denied to individuals who asked for them 
directly and nonthreateningly). Since the discovery of 
transsexualism, psychiatrists have expanded the uses of 
the “risk [i.e., threat] of suicide’—making it one of 
their criteria for granting transsexing as a life-saving 
procedure. 

People now want to know whether sex-change sur- 
gery helps the transsexual? Does it work? Such ques- 
tions, though seemingly reasonable, are misleading. We 
might just as well ask whether castration helped the 
masturbator. Did it work? The trouble with psychiatric 
treatments, as I noted some years ago, is that all of 
them work, and none of them work.®® However, thera- 
pists tend to be doers rather than thinkers: they prefer 
to make claims and counterclaims about whether cer- 
tain treatments work rather than reflect about what 
they and their patients are doing with and to one an- 
other. Thus, instead of scrutinizing the nature of 
“transsexualism,” sexologists are now busily attacking 
and defending sex-change operations. 

The controversy about transsexual surgery broke into 
the open when, in August 1979, the Johns Hopkins 
Hospital, a pioneer in sex-change operations, an- 
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nounced that it “stopped the surgery after research 
failed to show any objective improvement in the pa- 
tients’ lives.”** The research to which this an- 
nouncement alluded, and which was published at the 
same time, was a study by Jon K. Meyer, the psychia- 
trist-director of the Johns Hopkins sexual consultation 
program. Having reviewed the outcome of transsexual 
surgery at Hopkins, Meyer concluded that the surgery 
“does not cure what is essentially a psychiatric disturb- 
ance.”*? To arrive at that conclusion, there was, how- 
ever, no need to do any research. The assertion that 
surgery does not cure a psychiatric disturbance is what 
philosophers call an analytical truth—that is, a truth in- 
herent in the meaning of the terms of reference. Assert- 
ing that a sterile woman cannot become pregnant is a 
typical example. Having first deceived the public by 
promoting transsexual surgery as therapy, sexologists 
now continue to deceive it by opposing such surgery as 
insufficiently therapeutic. But transsexualism is not a 
disease; surgical operations creating fake males and 
fake females are not treatments; and some transsexed 
individuals are satisfied with their decision to undergo 
the operations while some others are not. 

The defenders of sex-change operations have, of 
course, no difficulty in answering critics like Meyer 
who accept transsexualism as a bona fide disease and 
object to the surgery only because it is not sufficiently 
therapeutic. Indeed, their defense is double-pronged, 
technical as well as theoretical. The technicians assert 
that their operative procedures are now much better 
than they used to be, making studies based on old op- 
erations scientifically worthless. The theoreticians as- 
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sert, or rather reassert, their favorite justification for sex 
surgery (or any other intervention)—namely, that it 
“saves lives.” 

The technical justification of sex-change operations 
is exemplified by the following remarks of David 
Forester, president of the Oklahoma Gender Identity 
Foundation and a pioneer of modern transsexual surgi- 
cal techniques: “Many of the cases of this study 
[Meyer's] are early ones, when procedures were 
crude. If a male-to-female transsexual is given a small 
vagina in which she can’t have intercourse and external 
genitalia that look like meat in a butcher shop, natu- 
rally that is going to affect adjustment.”** As an X-ray 
allows a surgeon to look behind the patient’s skin into 
his body, so the language of the transsexing surgeon al- 
lows us to look behind his “technique” to his soul—and 
gain information that we ignore at our own peril. 

The argument that a particular intervention is thera- 
peutic because it saves lives—by preventing patients 
from committing suicide—is a favorite rhetorical device 
of the modern psychiatrist. Harry Benjamin—who in- 
vented the disease and is therefore the acknowledged 
“father of transsexualism’—puts the argument (in 
reply to Meyer’s criticism) as follows: “What both 
treatments [insulin for diabetes, sex-reassignment for 
transsexuals] accomplish is the preservation of the life 
of the patient. Otherwise, many of these people would 
commit suicide. There is no doubt, in my mind, that 
sex-reassignment surgery can be life-saving and fre- 
quently is just that.”** But the analogy between the di- 
abetic and the transsexual is specious, to say the least. 
If insulin is withheld from the diabetic, he dies from 
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his disease, not from suicide. Unlike the diabetic, the 
transsexual cannot die of his disease. Out of despair, 
the “transsexual,” like anyone else, may kill himself; or, 
like anyone else, he may threaten suicide to extort 
something he wants from family, friends, or physicians. 
Nevertheless, Benjamin contends that, for the transsex- 
ual, “sex-reassignment surgery can be life-saving,” and 
must be regarded as a bona fide treatment.} 


The idea that human beings—especially women—are 
improperly made sexual machines whose performance 
can, and should, be put aright by surgeons continues to 
fascinate the medical imagination. Concerning the 
question of how the female sexual anatomy ought to be 
fixed up, we run into the same reversal of the judg- 
ments of a century ago that we met in connection with 
masturbation. Then, the normal woman was an asexual 
being; that notion justified the belief that the sexually 
sensitive clitoris was an abnormality and that clito- 
ridectomy was a therapy. Now the normal woman is 
an, infinitely sexual being; that notion justifies the belief 


} By resorting to such reasoning (if it can be called that), virtually 
ya ar displeasing to a person could be defined as a disease and its 
ostensibly medical alteration accepted as a treatment. Perhaps Oedipus 
Rex was not really a tragic hero, but a sick patient: he was suffering 
from “transvisualism” and sought to cure himself by putting out his 
own eyes. Some people (called psychotic) feel tortured by havin 
eyes that “see too much” and seek to blind themselves. Were suc 
a person to threaten suicide unless his doctor removed his eyes, would 
that make blinding him a life-saving procedure and establish trans- 
visualism as a bona fide disease? Or, to take a less extreme example, 
let us suppose that an elderly person threatened to kill himself unless 
a plastic surgeon made him thal more youthful. Would that make his 
“condition” a disease (“trans-chronologicalism” might be a good 
name for it), and cosmetic surgery making old people look younger a 
life-saving procedure? 
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that the sexually sensitive clitoris ought to be made 
more use of than nature has provided for it and that 
surgical interventions “making the clitoris more acces- 
sible” to the penis are forms of therapy: 


[A]n Ohio gynecologist is proposing that millions of 
American women are ideal surgical candidates for a 
vaginal reconstruction he has devised to awaken and 
enrich their sex lives. Dr. James C. Burt, 56, of Dayton, 
exhibits his stunning 31-year-old blonde wife, Joan, as 
demonstrable proof of his claim that reconstructing the 
vagina to make the clitoris more accessible to direct 
penile stimulation enables a woman to have more fre- 
quent and more intense orgasms. Once only “randomly 
vaginally orgasmic,” Mrs. Burt describes the operation 
as a “complete success.” Over the past 12 years, Dr. 
Burt has performed the operation in all stages of its ev- 
olution . . . on some 4,000 women. .. . He calls the 
ideal candidate for his operation a heterosexual 
woman who climaxes readily with clitoral manipu- 
lation but who is rarely if ever orgasmic during coitus 
—and even then not intensely—and who wants coital 
orgasm.®> 


In the meantime, in the less “developed” parts of the 
world, the male attack on the female genital continues 
by more traditional means. The following mutilations, 
still popular in Third World countries, make a mockery 
of American politicians’ smug declarations about hu- 
man rights: 


Clitoridectomy is practised in the Yemen, Saudi Ara- 
bia, Ethiopia, Sudan, Egypt, Iraq, Jordan, Syria, the 
Ivory Coast, among the Dogons of the Niger, the Men- 
dingo’s of Mali, the Toucouleu in the North of Senegal, 
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and the Peuls, and among many other African 
tribes. . . . In some other countries . . . it is also nec- 
essary to sew the women up. ... After having cut, 
without the benefit of anesthetic, part of the large lips, 
they are brought together by piercing them with pins. 
This way they grow together, except for a space for 
the passage of blood and urine. The young wife must, 
before her wedding night, have it reopened with a 
razor. Her husband can, moreover, always insist on 
having his wife sewn up again if he is thinking of leav- 
ing her for some time.** 


Set in the context of contemporary Western sexual- 
surgical (and other medical) practices, such mutila- 
tions show us, in the starkest terms, how intensely 
modern men and women continue to fear embracing, 
decisively and responsibly, the proposition that human 
rights begin with the right to self-ownership. 


What position should the state take toward sexual 
surgery? Are there some medical procedures that the 
state should permit, and others that it should prohibit? 
If so, on what moral, political, or scientific criteria 
should such decisions be based? These are difficult 
questions that go to the heart of the problems of mod- 
ern political philosophy. 

In general, our position on such questions will de- 
pend on whether we favor an authoritarian/paternalis- 
tic type of society or a libertarian/individualistic one. 
The authoritarian/paternalistic stance minimizes the 
problems generated by the foregoing questions, since it 
allows us to justify permitting some procedures and 
prohibiting others on the ground that doing so protects 
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the integrity and well-being of the group and its dom- 
inant ethic. The libertarian/individualistic stance al- 
lows us no such escape. What it does enable us to do 
is to deal with the question by asserting that unless the 
sexual-surgical intervention in question entails the use 
of force or fraud, it is of no concern to the law. And if 
it does entail the use of force or fraud, then it is that as- 
pect of the relationship and not the nature of the sur- 
gery that justifies, and indeed requires, the protection 
of the individual by the law. 

As one man’s meat is another man’s poison, so one 
man’s mutilation is another man’s decoration, religious 
worship, or medical treatment. I consider, and no 
doubt many readers consider, ritual or routine circum- 
cision, clitoridectomy, transsexual operations, and 
many of the other procedures described in this chapter 
as mutilations. Others, obviously, do not agree with 
this judgment. Why should our opinion be imposed on 
them or theirs on us? 

The history of medicine is replete with mutilations 
that had been accepted, or are now accepted, as treat- 
ments: blood-letting, routine obstetrical episiotomies, 
prefrontal lobotomy, and jejuno-ileal bypass (for obe- 
sity) are just a few examples. In the final analysis, 
what constitutes medical treatment is a definition made 
by individuals or institutions. Regardless of who they 
are—patients, their families, physicians, the medical 
profession, the state—each will have his or her own 
reasons for categorizing some things as treatments and 
others as not treatments. Since among the reasons for 
such a classification, so-called facts, rationality, or sci- 
ence will play a very subordinate role, it seems best to 
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recognize this fact, accept the quasi-theological charac- 
ter of medicine as a social enterprise, and erect a wall 
between medicine and the state maximally impervious 
to the rhetorical incantations and financial temptations 
of each directed toward the other.” 


